Dear Editor: I read the article by Mandiwanza et al. [1] with interest, and I congratulate the authors for publishing the phenomenon. The phenomenon of herniation both upward [4, 7] and downward [2, 3] has been documented in case reports.
I would like to add some facts to the physics of the phenomenon of herniation in shunted Dandy-Walker syndrome:
1. Absence of cerebellar peduncular 'restraints' associated with significantly hypoplastic/aplastic 'mobile' vermis and cerebellum favours both upward and downward herniation. 2. Empty 'capacious' posterior fossa facilitates downward herniation. 3. Grossly upward and outwardly displaced tentorium (wide tentoroclival angle) and wide incisura facilitate herniation.
I conclude that a negative pressure gradient between the posterior fossa and supratentorium, secondary to shunt, is an essential component for the phenomenon to generate the respective force vector and its subsequent herniation [6] .
The treatment priority at presentation should:
1. Rule out shunt malfunction. 2. In the event of association with clinical over-drainage syndrome, there may be a role for changing the shunt system into a more conservative drainage combination [6] or double and simultaneous shunting en-Yof a lateral ventricle and the posterior fossa cyst [4] .
3. When inserting a shunt, the implant of a flow-regulating or an anti-siphon valve should be preferred to differential pressure valves. Low-pressure valves should definitively be avoided [5] .
